The use of hydrophilic acrylates (POIYHEMA) Department at Moorfields Eye Hospital. They were fitted and followed up for a 9-month period.
. The keratometry shows a peak distribution between 7 5o and 7.80 Under +7 9 +8 to 8-9 +9 to 9.9 +10 to +II to +I2 to I2-9 +I3 to 13.9 +14 to I4 9 +I5 to 15.9 +i6 to I6-9 + I 7 and over Data from 36 eyes (6/I2 visual acuity or better with the gel lens and over-refraction) from the initial fitting visit were used to compare the keratometer corneal cylinder with the residual cylinder needed in the over-refraction (Fig. 3) . For corneal cylinders up to 2 D, the residual cylinder needed is usually the same as the corneal cylinder, but above 2 D a lower residual cylinder is needed in the over-refraction. Since the gel lens copies faithfully the curvature of the cornea, the residual astigmatism in the over-refraction relates to the effec- und'r 7-7.1-72-7.3-7.4-7.5-7.6-7.7-7.8-7.9-8-8.1-8.2-8.3-84-8.5-8.6-6.9 Corneal radius (mm) Vertical direction tive power of the gel lens on the eye. Keratometry shows that, for gel lenses of these thicknesses (0o35 to o-6o mm.), the radius difference in the cornea does not come through to the front surface of the gel lens. Therefore, despite the higher refractive index of POlYHEMA (i 44), the smaller power difference between the meridians on the front surface of the gel lens accounts for the lower over-correction cylinder. The higher corneal cylinders show a correspondingly smaller radius difference than the lower corneal cylinders. Fig. 4) and it was noted that good centration was possible although there was no choice of fittings. The role of the thin peripheral portion must be of importance in this respect. Punctate epithelial erosions were slight in degree and usually peripheral, though sometimes central. They were sparse and discrete and could be found in any quadrant of the cornea.
Punctate epithelial keratitis was also sparse. It occurred peripherally with a patchy distribution, and was non-progressive except in two patients, in whom wear was suspended after 9 months because ofincreasing central involvement. One patient suffered from chronic blepharitis and developed peripheral infiltrates of the staphylococcal type during wear; these infiltrates responded to local antibiotics. In the other patient a "bleb dystrophy" (Bron and Brown, I97I) was noted before a soft lens was worn, but remained unaltered during the period of wear. Bleb dystrophy has been associated with recurrent erosions and it may be noted that wear was discontinued because of the corneal changes and not for symptomatic reasons. The degree of punctate epithelial change was, in general, comparable with similar change in hard lens wearers.
A few epithelial microcysts were found in the central and mid-peripheral zones of the cornea as a not uncommon change. These frequently did not stain and were best seen by retroillumination. In general, they became less marked with longer wear. Coarse punctate keratitis and subepithelial changes were not found in any eye.
Re-fitting Fewer eyes were examined at 9 months because some patients had been re-fitted with hard lenses, because of poor handling and frequent damage to their soft lenses (Table X) . (Table XI) , but the total number wearing the lenses decreased progressively from 54 to 44 in 9 months. 
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For a similar group fitted initially with hard lenses, no soft lenses being available, 46 eyes commenced wear and after 9 months 26 were still wearing them. The soft lens, therefore, is better tolerated, and gives a visual acuity of 6/7.5 or better for approximately 50 per cent.
of the patients, the cost being about two lenses per patient for each eye in a 9-month period (Table XII) . 
Conclusion
The soft contact lens is, both economically and optically, a worthwhile form of treatment for the aphakic patient as compared with the spectacle lens.
